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Objective: To determine the prevalence of alcohol consumption and the effectiveness 
of the alcohol, smoking, and substance involvement screening test (ASSIST)-linked brief 
intervention on hazardous and harmful alcohol use in semirural settings in Nigeria.
Methods: In this single arm non-randomized intervention study delivered by commu-
nity health extension workers (CHEW), participants (N =  1,203), 15  years and older, 
recruited between October 2010 and April 2011 were assessed for prevalence of alcohol 
consumption and the associated level of risk. Scores of 0–10 were classified as lower 
risk scores, 11–26 as moderate risk, and 27+ as high risk. This was followed by a brief 
intervention. Prevalence of alcohol consumption and level of risk was assessed at 3 and 
6  months postbrief intervention. Main outcome measure was the change in ASSIST 
scores at 3 and 6 months postintervention.
results: There was a statistically significant difference in the prevalence of alcohol use at 
baseline compared with that at 6 months, χ2(2) = 4.2, p = 0.01. Among all respondents, 
a repeated measures ANOVA with a Greenhouse–Geisser correction showed that mean 
ASSIST score significantly reduced between time points [F(1.541, 34.092) = 53.241, 
p < 0.001]. Post hoc tests using the Bonferroni correction revealed that this difference 
was due to a significant reduction in the mean ASSIST scores at 3 months vs. baseline, 
p = 0.001, but not at 3 vs. 6 months, p = 0.09.
conclusion: There is a potential for CHEW-administered ASSIST-linked screening, brief 
intervention, and referral to treatment for unhealthy alcohol use in Nigerian semirural 
communities. This is feasible considering serious dearth of addiction specialists in the 
country.
Keywords: alcohol, rural communities, effectiveness, health risks, screening, brief intervention
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WhaT is KnOWn
•	 Problem	alcohol	use	 is	a	huge	public	health	 issue	worldwide	
and	among	Nigerian	adults.
•	 Screening,	 brief	 intervention,	 and	 referral	 for	 treatment	
(SBIRT)	is	an	evidence-based	model	for	reduction	in	alcohol	
consumption	 in	primary	 care	health	 settings	 in	 the	Western	
world.












vention	 and	 treatment	 services	 for	 individuals	with	 substance	
use	 disorders	 including	 those	 at	 risk	 (12).	The	 current	model	
of	 SBIRT	 is	 based	 on	 the	 Institute	 of	Medicine	 report,	 which	
recommended:	“the	development	of	 integrated	service	systems	
that	 link	community-based	screening	and	brief	 intervention	to	
assessment	 and	 referral	 activities”	 (13).	The	primary	objective	














































primary	health	 care	 settings	 (24).	However,	 this	model	has	not	
been	examined	with	regards	to	substance	use	and	particularly	in	
rural	settings.	Task-shifting	screening	and	brief	 intervention	for	
hazardous	 drinking	 to	 CHEWs	may	 be	 a	 viable,	 cost-effective	
option	in	addressing	the	rising	prevalence	of	problem	drinking	in	
Nigeria.	This	study	aimed	to	conduct	a	single	arm	trial	to	assess	the	
effectiveness	 of	CHEW-delivered	 SBIRT	 for	 alcohol	 use	 among	
people	 in	 semirural	 community	 settings.	We	hypothesized	 that	
CHEW-administered	 alcohol,	 smoking,	 and	 substance	 involve-






















semirural	 local	 governments	 in	 Ibadan	 between	October	 2010	
and	April	2011.	The	selected	local	governments	were	Lagelu	local	
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as	 appropriate.	 After	 administration	 of	 the	 sociodemographic	
questionnaire,	participants	were	also	screened	with	ASSIST.

















risk-appropriate	 interventions	 using	 the	 ASSIST-linked	 brief	
intervention	 for	 hazardous	 and	harmful	 substance	use	manual	
for	use	in	primary	care	(26).
ASSIST Scoring




risk	of	 developing	problems	 related	 to	 their	 alcohol	use	 in	 the	
future	with	 their	 current	 pattern	 of	 use.	This	 group	was	 given	
brief	advice.
Moderate-risk	 clients	 (scores	11	and	26)	were	at	moderate	
risk	 of	 health	 and	 other	 problems	 and	 may	 be	 experiencing	
some	 of	 these	 problems	 now.	 Continuing	 use	 in	 this	 way	
indicated	 a	 likelihood	 of	 future	 health	 and	 other	 problems,	








The	ASSIST	 feedback	 report	 card	was	 completed	at	 the	 end	of	
the	 ASSIST	 interview	 and	 was	 used	 to	 provide	 personalized	
feedback	 to	 the	 client	 about	 their	 alcohol	 use.	The	 process	 of	
brief	 intervention	 was	 initiated	 by	 asking	 the	 client	 if	 he	 was	
interested	in	seeing	how	the	scored	questionnaire	was	completed	
and	 how	 the	 ASSIST-risk	 scores	 were	 computed	 in	 the	 boxes	
provided	in	the	front	of	 the	ASSIST	feedback	report	card.	This	







feedback	 report	 card	 using	 simple	 motivational	 interviewing	















Training of CHEW in ASSIST-Linked Intervention
The	interventionists	consisted	of	trained	CHEW	who	conducted	
the	baseline	assessments,	i.e.,	assessments	at	3	and	6 months	and	




















<25 508 133 26.2 13.5 0.02
25–34 256 61 23.8
35–44 158 36 22.8
45–54 120 21 17.5
55–64 111 15 13.5
>64 50 6 12.0
gender
Male 623 170 27.3 8.8 0.003
Female 580 115 19.8
Marital status
Married 796 170 21.4 6.7 <0.01









0 119 44 37.0 13.0 0.003
1–6 431 101 23.4
7–12 570 120 21.1
>12 83 20 24.1
socioeconomic group
Low 513 146 28.5 11.4 0.01
Low average 598 122 20.4
High average 63 12 19.4
High 29 5 17.2
Prevalence of current alcohol use was obtained from the modification of Q2, which 
states, in the past 3 months, how often have you used alcohol? (Responses = “never,” 
“once or twice,” “monthly,” “weekly,” “daily/almost daily”). For the purpose of this study, 
current alcohol use was regarded as use in preceding 30 days.
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To	prevent	against	a	drift	by	the	CHEW	interventionist,	 the	
brief	 intervention	 and	 referral	 for	 treatment	 were	 completely	
manualized,	 including	 the	motivational	 interview	protocol	and	
used	 to	 guide	 the	 CHEW	 interventionist	 through	 the	 session	
content	(16).
Intervention Quality Assurance













sociodemographic	questionnaire	 to	 elicit	 sociodemographic	
characteristics	from	the	respondents	such	as	age,	marital	sta-
tus,	socioeconomic	class,	and	years	of	education.	The	ASSIST	







at	 follow-up	 to	 the	 participants	 at	 3  months	 and	 again	 at	
6 months.	To	prevent	loss	to	follow-up	and	retain	participant	
in	the	program,	bulk	SMS	messages	were	sent	2 weeks	prior	to	





the	 Pearson’s	 chi	 square	 statistics.	Differences	 in	 prevalence	 of	
alcohol	use	across	 study	point	were	compared	using	Friedman	
test	 and	 post  hoc	 pairwise	 comparison	 carried	 out	 using	 the	
Wilcoxon	signed-rank	test.	The	repeated	measures	ANOVA	was	








participate	 in	 this	 study.	 Out	 of	 these,	 about	 1,213	 completed	
the	questionnaires,	giving	a	response	rate	of	91.3%.	At	baseline,	






secondary	 education,	 and	 49.7%	 were	 of	 a	 low-average	 socio-	




At	 baseline,	 the	 prevalence	 of	 current	 alcohol	 use	 was	
23.7%.	At	3 months,	the	prevalence	of	current	alcohol	use	was	
17.1%.	While	 at	 6  months,	 the	 prevalence	 of	 current	 alcohol	
use	 was	 13.6%.	There	 was	 a	 statistically	 significant	 difference	
in	 the	 prevalence	 of	 alcohol	 use	 postintervention,	 compared	
with	 prevalence	 at	 baseline	 χ2(2)  =  4.2,	 p  =  0.01.	 Post hoc	
analysis	 with	Wilcoxon	 signed-rank	 tests	 was	 conducted	with	
a	 Bonferroni	 correction	 applied.	Thus,	 there	 was	 a	 significant	
reduction	between	the	baseline	prevalence	and	3 months	preva-
lence	 (Z = −9.61,	p <  0.001)	 and	 also	 a	 significant	 reduction	
in	 6  months	 prevalence	 compared	 with	 3  months	 prevalence	
(Z = −4.5,	p = 0.001;	Table 2).
TaBle 4 | Odd ratio for current alcohol use.
Baseline 3 months 6 months
Variation Or ci sig Or ci sig Or ci sig
age
<25 1 1 1
25–34 0.58 0.33–1.00 0.05 0.57 0.34–1.00 0.05 0.53 0.29–0.99 <0.05
35–44 0.59 0.22–0.94 <0.05 0.50 0.23–0.99 <0.05 0.49 0.28–0.93 0.03
45–54 0.41 0.11–0.88 0.04 0.43 0.29–0.77 0.03 0.24 0.07–0.71 0.01
55–64 0.35 0.09–0.87 0.04 0.32 0.09–0.67 0.01 0.12 0.03–0.49 0.001
>64 0.21 0.08–0.75 0.02 0.12 0.02–0.32 0.001 0.09 0.01–0.34 <0.001
gender
Male 1 1 1
Female 0.32 0.008–0.62 0.01 0.22 0.009–0.55 <0.01 0.12 0.03–0.39 <0.01
Marital status
Married 1 1 1
Not married 3.32 1.66–6.12 0.01 3.07 1.21–5.02. <0.01 1.95 1.09–4.22 0.01
socioeconomic group
Low 1 1 1
Low average 0.89 0.29–1.44 0.16 0.49 0.09–1.04 0.06 0.46 0.04–1.06 0.07
High average 0.32 0.09–0.87 0.03 0.01 0.01–0.47 0.02 0.06 0.01–0.33 0.01
High 0.24 0.08–0.72 0.02 0.11 0.01–0.49 0.01 0.03 0.004–0.11 0.001
TaBle 3 | assisT score at baseline, 3 months, and 6 months.
health risk Baseline N = 1,203 3 months N = 1,199 6 months N = 1,195 Baseline vs. 3 months 3 months vs. 6 months
score N Mean (sD) N Mean (sD) N Mean (sD) sig sig
0–10 88 8.41 (1.58) 116 5.05 (2.05) 113 2.21 (1.01) <0.001 <0.001
11–26 161 20.52 (5.42) 69 15.51 (4.46) 35 13.93 (3.66) <0.001 0.06
27+ 38 38.38 (6.06) 20 26.83 (5.71) 15 24.74 (7.48) <0.001 0.4
All respondents 285 27.21 (7.21) 205 22.87 (4.06) 163 22.03 (4.99) 0.001 0.09
TaBle 2 | Prevalence of alcohol use at baseline, 3 months, and 6 months.
alcohol use Baseline 3 months 6 months χ2 p
n % n % n %
Yes 285 23.7 205 17.1 163 13.6 df(2) 4.2 0.01
No 918 76.3 994 82.9 1,032 86.4
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ANOVA	 with	 a	 Greenhouse–Geisser	 correction	 showed	 that	







With	 regard	 to	 participants	 with	 severe	 risk	 of	 harm,	 a	
repeated	 measures	 ANOVA	 with	 a	 Greenhouse–Geisser	 cor-





and	 sixth	 month,	 the	 difference	 was	 not	 significant,	 p  =  0.4	
(Table 3).
Among	 all	 respondents,	 a	 repeated	measures	ANOVA	with	
a	 Greenhouse–Geisser	 correction	 showed	 that	 mean	 ASSIST	












At	 6 months,	 older	 age	 group,	 female	 gender,	 high-average	
socioeconomic	group,	high	socioeconomic	group	were	protective	
factors,	while,	being	unmarried	was	a	risk	factor	(Table 4).
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representative	 different	 provinces	 in	 Ibadan,	 the	 largest	 city	 in	











of	 documented	 adverse	 consequences	 of	 problematic	 alcohol	










By	 implication,	 a	 considerable	proportion	of	 youths	 and	 adults	
in	this	study	might	not	be	 in	the	preparatory	or	action	stage	of	






Bronfenbrenner	 ecological	model	 could	 be	 that	 factors	 such	 as	
enabling	or	disabling	 individual,	 familial,	 and	 community-level	








is	 applicable	 in	 alcohol	 cessation	 programs	 similar	 to	 the	 way	
it	has	been	found	effective	in	stepped	care	approach	to	manage	

















use	 in	 a	 rural	 community	 setting.	We,	 therefore,	 suggest	 that	
future	studies	address	the	potential	influence	of	stages	of	change	
on	 alcohol	 use	 reduction.	 Two,	 we	 did	 not	 examine	 alcohol	
cessation	 in	 relation	 to	 SBIRT.	 Three,	 there	 was	 no	 control	
group.	Four,	the	data	were	all	self	reports	with	no	toxicological	
assessments.	 Five,	 we	 also	 did	 not	 allocate	 any	 diagnosis	 to	
the	 alcohol	 users;	 therefore,	 it	 was	 difficult	 to	 determine	 the	
effect	 of	 the	 intervention	 on	 any	 specific	 diagnostic	 category	
of	 alcohol	 user.	 Six,	 the	 attrition	 observed	 across	 the	 study	
should	 be	 recognized	 as	 an	 important	 limitation.	 Also,	 the	
non-randomized	 nature	 of	 the	 study	 makes	 it	 susceptible	
to	 selection,	 performance,	 and	 attrition	 bias.	 However,	 we	
attempted	to	address	these	issues	by	reporting	all	the	essential	
information	 on	 the	 methodology	 and	 results	 in	 accordance	
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